COMMISSION FOR MENTAL HEALTH, DEVELOPMENTAL DISABILITIES
AND SUBSTANCE ABUSE SERVICES

Advisory Committee Minutes

Holiday Inn-North
2805 Highwoods Blvd., Raleigh, N.C. 27604

Wednesday, April 12, 2006

Attending:

Advisory Committee Members: Marvin Swartz, MD, Laura Coker, Clayton Cone, CibsoCrawford,
Ann Forbes, Mary Kelly, Judy Lewis, Martha Macomiy Moore, Carl Shantzis, Ed.D., CSAPC, Don
Stedman, Ph.D., Fredrica Stell,

Ex-Officio Committee M embers: Bob Hedrick,

Excused: None

Division Staff: Steven Hairston, Denise Baker, Markita Keaton see®Balloway, Shelia Bazemore, Chris
Phillips, Pheon Beal, Felissa Ferrell, Ann Remingto

Others. John Owens, Jere Annis, Cynthia Wiford, John TDtug Dixon, Holly Riddle, Michael
Mayer, Karen Stallings, Phyllis Gurley, Carol Magiin

Handouts:

Mailed Packet:

January 18, 2006 Advisory Committee Agenda

Workforce Development Plan 2004

CFAC information packet

A History of the Effort to Develop North Carolina@onsumer Affairs Function by Joe Donovan
Handouts:

MH/DD/SAS Proposed Workforce Taskforce

The Annapolis Coalition on the Behavioral Healthiforce: Building a National Strategic Plan for
Behavioral Health Workforce Development

National Council for Community Behavioral HealtheaMarch/April 2006

Call to Order:

Chairman, Marvin Swartz opened the meeting at 8:40

Mr. Swartz asked the Commission members, Ex-Off@donmittee Members, Division Staff and visitors
to introduce themselves.

Approval of Minutes:

Upon motion, second and unanimous vote, the Advisory Committee approved the minutes of
the January 18, 2006 Advisory Committee meeting.

Workfor ce Development:

Dr. Swartz gave a summary of how to approach hagdhe Workforce sub committees in order to
achieve the goals of each committee. Dr. Swadgeasted inviting trainers or other individuals lie t
workforce development business to each sessioivéoaglvice regarding what is available and who is
available for workforce development. Their attamtiawill help the advisory committee understandtwha
the state’s capacity is now and how that transiatesthe future needs.

The first workgroup will be the Governance comnsgttehis subcommittee would have responsibility for
researching and defining systems functions andyalarity between the Division, LMEs, providergdan
stake holders.



This workgroup will identify what functions eacheagy is supposed to handle, including: the rolénef
Division, LME, and private providers; who pays #nat services; what are and where are the available
dollars, and where should those dollars be? Dedr$an will chair the Governance committee with team
members Carol Duncan Clayton, Mike Mayer, Dave Ridh and John Owen.

The next subcommittee is the Workforce Data andrinfition workgroup which will have responsibility
for providing analysis of labor market informatiand statistical data related to the present anddut
workforce of North Carolina as it relates to MH/CHA services. Clayton Cone will chair this
committee. Carl Shantzis will serve on this team.

The last subcommittee is the Professional and B¢afkforce Development workgroup, which will
consist of the Advisory Committee as a whole. ilt @amine all aspects of the provision of careoas
all disability categories. This workgroup will wowith the Council on Developmental Disabilitiesp
on matters related to the direct care workersHer@D populations. However, the effort will inclithe
provision of all professional and direct care stdfhis workgroup will be dually chaired by Marvin
Swartz and Steven Hairston with team members HRilligle and Cynthia Wiford.

Upon motion, second and unanimous vote the Advisory Committee approved the Mental Health,
Developmental Disabilities and Substance Abuse Services Proposed Workforce Taskforce plan.

Marvin asked Don Stedman to propose a timelineeasehis experience with the Housing taskforce.
Dr. Stedman stated due to the importance of wockfalevelopment and its complexity the earliest time
for the Advisory Committee to submit a detailedapo the Commission is the fall of 2007 (1 %2 ywar
John Tote suggested initiating a more aggressigabmg to Don’s proposed timeline because the lack
of workforce is placing a burden upon providerdipatarly in the areas of training and documentatio
Mr. Tote opined that smaller providers will be olese by this time next year if the Division doesofter
them a solution in the short-term. Steven Hairstated that there was some discussions of building
interim reports into the process in an effort tdreds the immediate needs of the system with ting lo
term needs being addressed in the workgroups ahatied in the final report.

Holly Riddle stated that the Council on Developra¢@tisabilities is prepared to offer Dr. Amy Hewstt
expertise for the next nine months to assist vétearch on professional and direct care staff.

Judy Lewis stated that providers are having difficgetting training for their staff particularlylven a
training session can only train 20 people at ame ti She added that this is causing a big strain on
providers trying to keep up with the required stenad.

Mike Mayer stated that the Legislative Oversightr@aittee is looking for the Commission for
MH/DD/SAS to provide clear guidance on what to furithe Division has acute issues that require short
term remediation while developing the long-terndgtuMr. Mayer recommends that there be an interim
report as an immediate response to keep the wakkftevelopment system from imploding.

John Owens stated that an example of an urgentgondb the new Service Definition that ACTT teams
require a peer support specialist. This is a gprodbecause the training has not been developed. He
suggested that someone from the community collegesmember of one of the workforce workgroups
because if they recognized need/market for thaitrgicommunity colleges would take responsibility f
making sure training was available.



Marvin Swartz indicated that at the first meetiegarding workforce development it was decided that
individuals representing the community collegeyvarsity system and other training entities will be
involved in this process. Dr. Swartz stated tlss®ms to be an urgency to create interim repods an
submit a report prior to the short session. Serdésbitt was described as trying to obtain a mumimnof
$100m for Mental Health. The N.C. Psychiatric Asations’ report card based on data obtained from
the National Association of State Mental HealthgPam Directors stated that NC is 43 out of 50 in
funding and that there isn’t a budget to drivertirag initiatives like person centered planning.

Jere Annis suggested that the Advisory Committeg lnesable to effectively separate what needs to be
addressed into two problems. 1) Creating a systgimthe Division and LME to provide support to
providers in the short-term, while 2) working omdpterm recommendations. In essence the Division
will establish a mechanism (i.e., emergency suppotteep providers a float until the long-termdstis
completed.

Steven Hairston agreed stating that a fundamensalipn the Advisory Committee will have to decide
upon is the policy on how to submit recommendatfonand identify the issues that are immediate
and/or long-term. He suggested allowing the Adyigdtommittee as the whole to address the short-term
needs called “immediate” and the workgroups to warkhe long-term needs.

Dorothy Crawford stated that the financial needuthde addressed for each issue.

Emily Moore stated that the General Assembly veitlrn in May and if something is not submitted an
entire year will be missed.

Laura Coker stated that at the Provider's summiting issues were not discussed in detail and
guestioned if a training summit could be developedr to the short session to identify needs armirsu

a recommendation. The LMEs had a specific dirediivassist and support the training and developmen
needs of the providers. The figures publishedhéngdsychiatric association’s bulletin revealed hmder
funded the state level is but it did not addressnioney committed to the LME infrastructure. Some
LMEs have managed their funds better than othatdinancial management is an important piece fer th
long-term study.

Don Stedman stated that there has to be an immeadattion to raise awareness; however, the
committee should be cautious about taking on aorespility without any follow through. The “easiés
part is to create training programs and submitdgestics and lobby for money. There are two other
pieces: 1) a cultural problem with people beinmdealized because there isn't a career path; and 2)
there is a disconnect between the systems in dbe @b the issue. If these types of issues are not
resolved they will be issues the committee willdhn&y address each year.

Marvin Swartz stated that one potential short-teljective is to draft a resolution indicating thesed for
additional funding, establish a monetary amountiforkforce develop, and support Senator Nesbitt's
initiatives. Dr. Swartz proposed submitting thaftresolution to the Commission for endorsemethet
meeting on May 18. 2006.

Mike Mayer stated that the Chair of the Workforaan@etency Committee under Rich Visingardi’s
leadership was to identify the available funds thate within in the system for training for theit,
associate, and qualified professional levels. Waekforce Competency Committee concluded that there
were only two extremely small funding steams fas tigpe of training. In the CAP services only 2.6%6
funding was allocated for the training for the stadfplementing the services and to the LME forrinag

and technical assistance. When dollar value wagpaced against the estimated total cost of progidin
the needed training the total



was 1.4% of the total mean was designated foritrgiwithin the system at the time. The Commission
passed the rule that stated “at such time” to dgvalcompetency based workforce but when the fiscal
note was for 5 million dollars the project felldugh. Dr. Stedman added that that amount did not
include funding for pre-professionals; it was oftdy service systems training needs.

Marvin Swartz stated that he would draft a resotluthat will be circulated via email for submisston
the Commission.

Laurie Coker asked if figures could be obtainedfisome of the national behavioral or healthcare
agencies. Holly Riddle stated that the CounciDaewelopmental Disabilities has been working on the
direct support professional issue in 1999; theesftire council has figures and information pertajrio
direct support staff available from 1999.

Steven Hairston proposed submitting a dollar fighet the Advisory Committee would be willing to
defend. Dr. Swartz proposed framing the figuresdincide with the figure being proposed for Mental
Health by Senator Nesbitt.

Carl Shantzis offered support of the long-term repath interim reports indicating that the imparta
need is to obtain a snap shot of the current stauswill confirm the Advisory Committee’s positio
Gathering the workforce data information would ud®: 1) gathering the information 2) determining t
current status, 3) identifying the anticipated gitoar need based on the assumption the Divisiootis
where it needs to be, and 4) identifying the Dmigs readiness to meet those needs. This infoomati
will allow dollars to be assigned and help makenemendations. Mr. Shantzis asked if there werp sha
shot reports that could be generated by the LMBsacall disabilities that will help the Advisory
Committee gather the information to identify thede

Holly Riddle suggested looking at the Advisory Coittees workforce workgroup structure. Ms. Riddle
suggested assigning Division staff, Dr. Hewitt aeskearch staff that can compile the informatiordede
relatively quickly. The Divisions workforce issuaie distinctive enough to divide them across the
disabilities.

Steve Hairston indicated that a Division staff parfom the Operations Support Section will assssth
workforce development workgroup throughout thisgeiss. The goal is to utilize Division staff anaffst
from the Labor Market Information Division at thengloyment Security Commission to undertake the
major research. At this meeting the goal is t@wba timeline for collecting the staff and datgdther.

A preliminary timeline would be to submit the rag@dn at the May Commission meeting and by July 12
bring all the information gathered at that timeneTworkgroups must drive these initiatives. The
workgroups can not rely on the administrative siaffievelop the policies and get the work done.

Dr. Stedman stated that the most urgent need issiiog on direct care issue and the Advisory Conemitt
should not underestimate the enormity of this sty should be careful about raising additional
concerns that will detract the committee’s focusrfrthe all issues. There will come a point inghedy
where the committee will need to hold counsel il governor or secretary to see if this is aneigsu
their agenda and seek additional public or pripatéessional resources.

Judy Lewis inquired if there would be a budgettfos study similar to the Housing Taskforce Initiat
Holly Riddle stated that the Council on DD will bble to generate a portion of Dr. Hewitt's condiu&a
capacities that can be extended to the end of ®deireand with support from the Advisory Committee
funding can be renegotiated. Dr. Stedman statgtcdite committee did have a budget for the Housing
Taskforce Initiative but the committee will have to



get people mobilized around this issue; this candtlde, for example, businessmen advocating Heit t
employees are losing job time because their faméynbers aren’t getting the services that they aeed
it is hurting my business.

John Owens stated that timelines have to be tiduetéegislative schedule in order to make the
appropriate funding requests. Also, the statetl@asesources to solve the issues facing the Divisut
they must be willing to communicate with the unargr, community college and other systems instdad o
contracting with consultants.

Marvin Swartz stated he will circulate a draft desion for submission to the Commission for
endorsement at the meeting on May 18. 2006. Dar&valso suggested that the Commission is capable
of fundraising through foundations that would suppoalitions and there could be advantages tanigais
our own funds.

Steven Hairston stated that Pheon Beal, the leepédor the Secretary on workforce development is
going to join the committee as a whole as a liaisothe Department’s initiatives.

Chairman Marvin Swartz discussed the MH/DD/SA Worké Needs that were presented to the House
Select Health Committee on Workforce, February22®6 by Carol D. Clayton, Ph.D. The NC Council
of Community Programs (NCCP) is a 501(c)(3) orgatnan that exists to serve and support the local
public mental health, developmental disabilities] aubstance abuse service system and its governanc
authorities. The mission of the NCCP is to imprand expand North Carolina’s MH/DD/SA services
through the collective voice of the Area Author@punty programs in the development and delivery of
cohesive system of care. NCCP has estimated thatillion North Carolinians served in the public
sector have no insurance. The range of serviags@gpports required to address needs are psychiatri
medical support and Clinical Services (i.e. Liceh@eialified Psychologist, Clinical Nurse Specialist
Social Workers, LPC, etc.). Psychiatrist distribntdata shows that there is an uneven distribudfon
psychiatrist across NC, potential shortage duegmwaing population, critical shortage of child
psychiatrist (43 counties do not have child psyiisia and a loss of psychiatric workforce in ruaatas.

NCCP recommended the following:

1. Incentive plans to improve the supply and distitloubf psychiatrist

2. Charging DHHS with finding a mechanism to addréssshortage of psychiatrist including
payment methods and rates

3. Increase General Assembly’s support for AHECs abtdirgeted recruitment and placement of
residents in underserved areas can occur and perseg through strengthened ties to the
affiliated medical centers and network of colleague

4. Analyze workforce statistics for Direct Support féssionals as a Part of the Economic
Development Work of the General Assembly

5. Consider recruitment and retention supports foe®iSupport Professionals similar to those
applied to nursing

6. Study the actions taken by Congress and the Bushirstration to see what advantages NC can
gain

7. Start a workforce collaborative to encourage admipayback program for clinical professionals
to incentivize entry in to the MH/DD/SA workforcerslar to the child welfare system workforce
collaborative

Karen Stallings, Associate Director, discussed\tbeh Carolina Area Health Education Centers
(AHEC) Program: Mental Health Initiatives The masiof the North Carolina AHEC Program is to meet
the state’s health and health workforce needs byiging educational programs in partnership with
academic institutions, health care agencies, dmer arganizations committed to improving the heafth
the people of North Carolina. AHEC educationalgpams and information services are targeted toward:



» Improving the distribution and retention of healthe providers, with a special emphasis on
primary care and prevention.

* Improving the diversity and cultural competencéhaf health care workforce in all health
disciplines.

» Enhancing the quality of care and improving heatbaoutcomes.

» Addressing the healthcare needs of underserved

Major AHEC program activities are as follows:
 Community-Based Student Experiences
* Primary Care Residency Training
» Support for Practicing Health Professionals
» Health Careers and Workforce Diversity
* Special Initiatives to Address Emerging Needs

The Goal of the Mental Health Workforce is to sypiIC with psychiatrists and other mental health
providers who are experienced with and committediterse and underserved populations who utilize
the public mental health system.

New efforts for the AHECs include obtaining PsytheaNurse Practitioners. The AHECs Continuing
Education Programs include, over 500 Mental Heattsgrams offered each year in the via workshops,
on-line Behavioral Health Courses, Teleconferemredrams and Educational consultation and technical
assistance. AHECSs also collaborate with NC Divigsd MH/DD/SAS, NC Universities, community and
state agencies, NC Council of Community Mental HeRfograms, and Bureau of Health Professions —
HRSA.

AHECSs special initiatives are the NC AHEC Latinodith Resource Center, School Mental Health
Project, NC Evidence Based Practices Center, Ris®separedness, Leadership and Management
Training, MH and Primary Care Integration, and Gudt Competence.

AHECSs also offer workforce Diversity Programs ine8gh Language Training for Health Practitioners
for the front line caregivers, primary care praatiers and mental health, substance abuse prafiessio
Instructor Training, and Interpreter Training.

The Role of the Consumer and Family Advisory Committees (CFACS)

Chris Phillips, Chief, DMH/DD/SAS Advocacy and Caoster Services, presented the role of the CFACs
to the Advisory Committee. He informed the comestof how the CFACs were developed and
implemented with State plans 2001, 2002, and 2088.Phillips provided a copy of the directive
“Distinction Between Consumer and Family Advisorgrnaimittees and Human Rights Committees” from
September 2, 2003 to each Committee member. Thwmaddressed questions that the Advocacy and
Customer Services section were receiving. Mr.liBkibiscussed a second directive, dated Noverer 2
2005, “Consumer/Family involvement in MonitoringtAties.” This directive informed the Area
Programs (AP)/Local Management Entity (LME) that&ctive participation of consumers and family
members in these activities can be immensely baakfi.Considering the amount of work and attention
that this broader policy role entails, it wouldibgractical and inappropriate for CFACs as a grimupe
used for actual on-site monitoring.” Mr. Phillipeovided examples of a CFAC application, CFAC
bylaws and the Consumer Empowerment Team Field&ffimap as of March 2006.

Felissa Ferrell of the Advocacy and Customer Ses’Zi€onsumer Empowerment Team discussed some
of the roles and functions of the Empowerment Tedmam members are responsible for LME
catchment areas around the state and their rtdehislp consumers have a voice and not fall thrabgh
cracks in the systems. Team members attend CFAimge and answer questions, address committee



processes, and provide updates from the DivisighD@partment. Team members also help the CFAC
learn who the quality monitoring / management stafe for the LME to help build upon the strengths
the community, the CFAC and work together.

Ann Remington stated all CFACs and school systeere\given a workbook “Transition to Community
Services for Children in the Schools” located am Ehvision’s website at
http://www.dhhs.state.nc.us/mhddsas/childandfamiliymh-dpiworkbook2-8-06b.pdf

Laura Coker stated that figuring out the scope lthMCFACS were supposed to do has been difficdlt an
a staff liaison is still available but the direetationship between the board of directors andX¥RAC has
difficult to obtain.

Carol Matthieu stated the development of the CF&@sstep in the right direction for North Carolina
and the country as well. Ms. Matthieu discusseddiiowing challenges faced by CFACs with the
Advisory Committee.

1. The LMEs need clearer guidance on their roles andtions in regards to the CFACs. The
quality of the CFAC will be a reflection of the nagement style of the LME.

2. Getting consumer representation from substance=dl845), child mental health (Child MH)
and child substance abuse (Child SA) has beenliiega because parents are dealing with
issues that monopolize their time and are unabpatbcipate in advocacy work.

3. LMEs with large catchment areas present difficultth transportation and/or excessive
travel.

4. Some CFACs are LME driven and do not take on chgéle as a group, which is an example
of CFACs need for more guidance on their rolesctions and authority.

5. There should be public notices and ads in the padany consumers are still not aware that
CFACs exist.

6. A stigma remains as a barrier in recruitment effcause many people do not want others
to know that they are dealing with a disabilityeréfore recruiting new members has been a
challenge and many more issues.

Ms. Matthieu also presented recommendation frorouarCFAC members including:

1. Is there a way to require that the CFAC have a mmaningful role within the LME?

2. Develop a better outline for LME roles and funci@nd clearer guidance on how to support
CFACs.

3. The LME should gather information on all committees workgroups and decrease the
number of these committees and workgroups basedenapping functions or tasks.

4. The LME should staff the CFAC it should not be tWE director; rather, someone who
understands the role of the CFAC, help CFACs omgaand mange the work produced,
communicate energy, enthusiasm, believe in the CF@&@bers and have a “Can Do”
attitude about the CFAC and the work being produced



Developing concise guidelines on who can be orCfR&C to avoid conflicts of interest.

The initial document presented to the CFACs shbeldevisited and studied for updates.
Make CFAC information available and current onc¢benty websites and provide assistance
with navigation of the Division’s and other statehsites.

8. CFACs members should visit other CFAC meetingsettegate ideas

9. Educate local government staff and other electédials about the CFAC where MH
services have operated in isolation relative te@o#reas of government.

Nou

Marvin Swartz stated and Ms. Matthieu agreed thertet should have a Question and Answer or an
Executive Summary attached to communications tp éeplain the jargon used and the overall meaning
of the communication in laymen’s terms. Dr. Swailto suggested allowing the State CFAC to review
the communications for the local CFACs and offeggastions on language to use for everyone to
understand. Laurie Coker agreed and said that @est8ervices Team should provide the summaries
online also because the information is not only@&AC but other consumers and families that are not
apart of the CFAC.

Phyllis Gurley read a letter to the Advisory Comtestexpressing the trials and successes her family
experienced while caring for her son Bobby. Sh@essed her thankfulness to a state and natiomsthat
aware of the needs of person with MH needs. Mslegutated she was a CFAC chair for Eastpointe and
the Director asked Ms. Gurley to attend the LMEedior's meeting and she learned that the LMEs have
more issues than dealing with her problems. Thé&lbdard asked that she attend a board meetingawith
report of the CFAC meetings. Ms. Gurley stated fvabetime parents and consumers are going to have
to step back and differentiate from their wants aeeds. Overall she is very grateful for the haodk

the Division has done on behalf of consumers irtiNGarolina.

Chris Phillips stated that the Legislative OversiGbommittee has in their legislative agenda to $oon
consumer and family involvement and it could purSeeretary Rule to fortify CFACs throughout the
State. Dr. Swartz stated that upon the informatilonPhillips receives the Advisory Committee is
willing to recommend to the Commission that rulesdieveloped for CFACs. Mr. Phillips stated from
discussion with Secretary Odom she is in favorotififying the CFACs in rules. Dr. Swartz asked.Mr
Phillips to provide an update at the next AdvisGgmmittee meeting in July 2006

Laurie Coker asked Chris Phillips if the RelatioAgreements usually have the roles and resportsbili
of the Department of Health and Human Services (BHidentified and asked if Mr. Phillips saw a
change in the relational agreements. Mr. Phillifggéed that the local relational agreements haga be
included the Division in the dispute resolutiongess. The Division was signatory to the relation
agreements but Mr. Phillips no longer has to signagreements on behalf of the Division because the
will be determined locally.

Carl Shantzis suggested having a CFAC orientatiahdould be web-based or a web-cast such that
anyone would be able to access the presentation MN\C members could use the website to identify
their role and help get them started.

There was no public comment.

There being no further business the meeting adjourned at 3:30pm



